There is nothing wrong with tender loving care, of course, so far as it goes. Whether the outlook is good or bad, many of us who have been on the receiving end know how cool and comforting it can be. And if the prognosis is 'hopeless' -for example in many cases of advanced cancer -TLC is doubly important. No doubt about that. But it misses out too much; and it may suggest to the hospital consultant, or even the family doctor, that this is not what all his years of training were for; that he is now scarcely needed.
Friendly professional interest (FPl) gives a better idea of what is wanted in advanced or terminal illness. Basic, good quality, FPI need not take up a lot of a doctor's time; and is often enough by itself to help every kind of symptom, physical or psychological. Sometimes much more is needed: perhaps a lot more listening; perhaps calling in others with special skills or experience. But for the doctor with many other demands on his time, just FPI is the vital thing. Much needless suffering and low morale results when it is missing.
In one study", when large numbers of bereaved relatives were interviewed, a widow spoke of how 'the doctor came and said, "there's no point in visiting your husband, there's nothing we can do for him".' Then she changed to another doctor, 'and he was marvellous ... he put my husband's mind at rest ... if you've got some moral support you can carry on. He visited him once a week'.
She is not just being polite, is she? She is not saying, 'there was really nothing he could do, but at least he called in occasionally'. No: he only visited once a week, yet this transformed the situation, not only for the patient, but for the relative, too. No mention here of multidisciplinary care; no calling in of individuals or teams specially trained in terminal care or counselling the dying; no daily visits. For this man's wife the situation may have been heartbreaking, but regular weekly support and encouragement from her new doctor was all she needed to enable her to cope. Some people ask for 80 little. The tragedy is when they don't get it. The first doctor didn't understand this and did nothing. But the second one did. And look what a difference it made.
How did he do it? We don't know. We can only guess. But I suggest that it may well have been just basic FPI; that when he made his weekly visit, he may not have been in the house for more than 15 minutes. She did the TLC. He provided the FPI. That was the team. And the modest total time it took shows how cost effective FPI can be.
Though in some ways the situation is different, the same thing applies in hospital wards. Any competent consultant should be aware of the importance of remaining friendly and professional, no matter how good the nurses and junior medical staff. On his formal rounds -perhaps after discussing an undiagnosed patient in the next bed -he comes to a patient who may soon die of advanced cancer. Quite naturally and openly the differential diagnosis and treatment of each symptom is then thoroughly discussed. There is no need to start talking in a low voice, as if in church, just because the prognosis is so bad. It should be no harder to avoid saying something that would be needlessly hurtful to the patient (or to other patients who might overhear) than it was at the previous bed, where incurable cancer may well have been one of a number of possibilities.
And then, if he can possibly manage it, even just once a week, for a few minutes (by himself, or with one other doctor or nurse, not more, and preferably after discarding his white coat) the consultant has a few words with the patient; and is glad to do so. This less formal visit is powerful medicine for low morale. And ifthe relatives are there when he comes, so much the better. Quite apart from any exchange of views it is good that they should see his (or her) easy, friendly, yet interested and professional, approach.
It all sounds fairly simple and obvious; yet I have never met a single nurse with an interest in this field, who wasn't privately surprised and disappointed by the poor showing of so many otherwise proficient doctors encountered in the course of her career. Very often the problem seems to be not so much a lack of concern or awareness as a sort of mental block, affecting to some extent at least 50% of the medical profession, a block that neutralizes friendliness, paralyses normal professional competence, and switches off interest. Why is this? Is this type of work not just part of our job?
Friendly
The ability of one person to lend strength to another (not just in medicine, but also in the way that a good leader does, for example when men or women face possible death in some other kind of threat or disaster) is a mystery that nobody entirely understands. But, for my money, in medical situations -especially advanced cancer -just being natural and friendly has a lot to do with it. Look at the way some hospital cleaners and porters boost the morale of frightened patients. Do they have special understanding, spiritual inspiration, or powers ofleadership? Not usually. How many communication and counselling courses have they attended? None. They are just natural and relaxed, with friendly good humour and no awkwardness or embarrassment.
With advanced cancer a climate of 'normality' (for at least part of the time, especially at the end of a visit or consultation) is nearly always helpful. Perhaps a mention of holidays, children, or grandchildren; a quick word about the weather, or last night's football 0141-0768/90/ 030172-04/$02.00/0 © 1990 The Royal Society of Medicine results. Perhaps a brief exchange of views or experiences. Maybe some problem that doctor and patient share. But be careful-'the trouble with seeing my doctor', one patient told me, 'is that we talk mainly about his troubles, we never seem to get around to mine'.
Professional friendship is not quite the same as ordinary friendship, but much that applies still holds true. A friend is warm and welcoming at each meeting. A friend pays small compliments. A friend has at least some idea of how the patient feels; some idea of what she has been going through; understands how her moods vary (maybe hope one day, despair the next). A friend listens; knows the value of a little praise; ask how she can help. A friend is just as ready to talk seriously (if that is what the patient wants) as to joke or gossip. A really supportive friend doesn't go over the top emotionally, but is always concerned; doesn't stay too long; knows when to be silent; doesn't ask too many questions. A doctor should follow suit.
Professional
'May I suggest', said a letter in New Society a few years ago, 'that Medicine concentrates on its task of finding cures ... and leaves others -better qualifiedto ensure a good death'. Whoever wrote this either knew little about the subject, or had been very unlucky. Professional efficiency helps the patient to feel safe. And when he feels safe he begins to relax. And when he relaxes many of his physical as well as his psychological symptoms improve, he sleeps better, and he is able to turn to the diversions that can do so much for his morale. The amateur, no matter how kind, will be all at sea in several important respects.
How the patient is approached ought to depend on how he is feeling that day, not on his prognosis. At least some of the questions asked should be open ended'', showing both concern and interest, and including, not so much questions, as invitations -'tell me more about these nightmares you've been having. I'm interested in that .. .'. Tactful interruption and re-routeing of the conversation can still be practised, whenever time is at a premium. Being a good listener is as much a matter of quality as quantity.
A common error is to cease routine clinical examinations. They are now thought to be inappropriate. But it depends how they are done. Most patients feel safer and happier if they have an occasional brisk and business-like, yet gentle and respectful, examination of the whole body. It stresses to them that they have not been abandoned, that the doctor is still anxious not to miss anything that could be corrected or prevented. And this is also a chance to lay firm, calm, caring, unhurried hands on all parts of the body, blending professional efficiency with the age old power of touch to give comfort; at the same time sending a clear signal to the patient that we don't think of him as in any way repugnant, unclean or infectious.
Another mistake is to be so upset by the prognosis that symptom assessment seems almost an irrelevance. This is wrong. Ifa patient has a new pain (or any other symptom) the same sort of questions need to be asked as might be asked of a healthy patient with possible appendicitis or angina. A feeling of failure must not be allowed to paralyse the problem solving approach that exists when the patient is curable. By no means all symptoms will be due to the cancer. Quite apart from how this effects their management, appropriately Journal of the Royal Society of Medicine Volume 83 March 1990 17w orded reassurance on this score may be greatly appreciated by the patient.
Basic terminal care is something that any clinician should be able to do after going through medical school. For some years the British National Formulary, easily accessible to every doctor, has briefly covered some commonly neglected points. Further advice is readily available in standard textbooks; for example, the chapter in the Oxford textbook of medicine by Dame Cicely Saunders", who has done so much to open our eyes to what can be achieved. And when it comes to managing cancer pain with analgesics, 'the basic principles are remarkably easy to learn':'. Yet a recent survey of practice in the wards of a London teaching hospital found that much of the new knowledge accumulated in the last 15 or 20 years (regarding, for example, the optimum dose and timing of morphine) had still 'not filtered across into the hospital' 5.
Stories of needless pain are common. A young hospital doctor visited a hospice. Her patient had been suffering severe pain while in hospital and she wanted to see how she was progressing. She found her now on an adequate dose of morphine, alert and pain free. 'You could have done that -why didn't you?' asked the Matron of the hospice, more puzzled than critical. A good question. And note that the answer was not lack of compassion. The visit showed that.
Pain is the obvious problem, but assessment doesn't stop there. As an antidote to that sinking feeling, when faced with a grim situation, try systematically going through a simple aide-memoire of points to consider and assess. 'Mind, Mouth, Mobility, Bowels, Bladder, Bedsores' is one such. This sort of check list helps to prevent human tragedy from turning a trained professional into a bumbling amateur.
To be professional we also need to be practical (something that those of us with mainly hospital experience have to be especially careful about) and, above all, positive. 'The first thing they told me', said a patient in a television programme, talking about her admission to a Marie Curie Home, 'was that they don't allow pain here'. To some that will seem not quite honest and smacking too much of the language of miracles, magic and alternative medicine. But, like so much else, it depends how it is said. Its great virtue is that it shows, not just positive thinking, but professional pride and team spiritsomething that is just as appropriate for a team working on symptom control, as it is for one aiming to cure. And if a doctor prefers to be more cautious, he can at least say, 'I'm not promising. Nothing works every time. But this is what has helped other patients. And if this doesn't work there are plenty of other things we can try.'
Other aspects of being professional include: (1) understanding and being comfortable with all the subtleties of ambivalence and denial and how they may vary from day to day3.6, so that to think of patients as consistently 'knowing' or 'not knowing' their outlook is not very realistic or helpful;
(2) appropriate explanation to patients of the anatomy and physiology of their symptoms; (3) getting rid of needless fears; and (4) having a proper sense of priorities (for example, it should be obvious that, if a cancer is advanced and incurable, then an ingrowing toe nail, or a toothache, or constipation, or wax in the ears, may be far more important than anything the cancer is doing).
Interest
Neither the patient or his symptoms become any less interesting just because the prognosis is bad. Patients like to be looked after by a doctor who is obviously both interested and pleased when a symptom improves. Many patients also like to feel that when they give their opinion on the value of a remedy they are helping to contribute knowledge that will help other patients. So tell them this.
And we need to be interested not just in symptoms, but in the patient as a person. As soon as more pressing and professional matters have been dealt with, a little reminiscing about the past, no matter how brief, helps morale. Its very irrelevance seems to give it strength. Indeed, quite a high priority should be given to brief documentation of something that is medically irrelevant, but important to the patient. Just three or four words in the case record may be enough. Then others -after glancing at the patient's notes -are not only familiar with the salient medical facts, but can also say to the patient when they see her, 'I hear you were once on television', or 'I see you have a daughter nursing in Canada -which part?' Something very brief of that kind.
Interest in patients as people also often leads to increased respect for them. Ask them for their advice about something. And remember that they may still appreciate being consulted about problems other than their own. For example, it may be appropriate to say to a very ill patient, 'We'd like your help. Do you think your wife is getting enough sleep? What do you think we should do about it? You know her better than we do'. Some general points FPI suits any age, any race, any culture, any faith (or none), any 'philosophy of care' -and any prognosis. It is also exactly the same for patients who "know" as for those who don't. Why shouldn't it be? Why should either the prognosis, or the knowledge that the patient has of it, have the slightest effect on the need to be natural, the need to be professional, the need to be interested in the patient and in his current symptoms? If the patient seems to want to discuss just exactly how bad the prognosis is, something must be done about it. But that is another story3.6. The point to stress here is that, no matter how this particular dilemma is tackled, discussion of it must always be in addition to FPI, never in place of it.
FPI must be sustained. Many patients live 'longer than expected' -which often just means longer than average (for their situation and their type of cancer). If the interval between visits is to be increased, this must be explained in a positive way, for example on the basis of improved symptom control. It must never look like loss of interest; and the patient must know where he stands and when to expect the next visit. A phone call can be a great ally, sometimes taking the place of a visit. And remember, when phoning, that to speak only to the patient's partner or relative is as bad as the 'does he take sugar?' attitude that insults the blind or the severely disabled. We forget how many patients now have a phone at their bedside; or a cordless phone that can be brought to their chair. Talk to them. Even a very brief phone call can contain the three essential ingredients of FPI. Provided it does -and provided the patient does not have some particular reason for needing a visit rather than a chat -it can be a most effective and powerful form of moral support.
Conscientious doctors who make dutiful visitssometimes quite frequent ones -may fail to provide any of the three elements of FPI. 'One of the doctors in the practice calls in nearly every day', one dying man told me, 'but it seems to be just to check that I'm still alive, they don't actually do anything, I've told them to stop coming so often'. If these doctors had called in less often, but with real FPI, it would have given a lot more help and taken up less time. In another case a patient with advanced cancer, whose tragic terminal illness dragged on for months, asked me if I would write her doctor more cheerful letters. So I did. 'Bearing in mind all her problems there are several things I am very pleased about; true, she is weaker, but she is at least not quite as uncomfortable as she was a month ago; and her courage is an inspiration to us all'. Something of that sort. This seemed to help. The dying patient thanked me and reported that her doctor now seemed a little happier, a little less sad. The same thing can happen in hospital. 'They meant to be kind', said one woman after her husband had died in hospital, 'but they didn't know how to do it, they all seemed frightened'.
The specialist in terminal care or in pain control, who privately concludes, after he has been called in, that the main problem is just a lack of simple FPI, is naturally reluctant to say so. It is more tactful for him to offer to take the patient over, and to suggest that more time, or more expertise, are needed than the non specialist can be reasonably expected to provide. This is understandable, but often misleading and may encourage neglect of basic FPI -for which there is always time, and for which no patient should ever have to wait. Equally, when a specialist of one kind or another is successful, this may be at least partly due to the fact that, for the first time, someone has shown a real interest and been friendly and positive. This makes what else the specialist has to offer -orthodox or alternative, surgical or spiritualmore difficult to assess.
So we have to watch the danger that the new specialty of Palliative Medicine (and the rapid increase in hospices and home care teams) will lead, not just to the better terminal care that everyone wants, but also to more almost automatic 'opting out' by some hospital and family doctors -and to the idea that a high percentage of patients (instead of an important minority) need hospices or other special care.
Reasons for lack of FPI and what can be done about it
Does the fault lie in the Medical Schools? If so, in the curriculum or in the teachers? Merely to be friendly and to be interested should not require any special training or 'communication skills'. Should trainees spend more time watching and learning from those doctors in every specialty who do it well? The nursing staff know who they are. Or is that too simple? Or too invidious?
Is it true, as some believe, that when the outlook is grave it takes a particular kind of person merely to be relaxed and natural and treat each symptom as a challenge? If so, can we identify them, lower a little the academic threshold for entry to medical school, and then give them some priority? Perhaps it's all in the DNA of each one of us, and one day there will be a blood test for it. Meanwhile, could we not insist on two or three weeks work in hospital for all would-be doctors -and then assess them? Those who are at ease with very ill people, and who seem to help them, could at least be preferred to others -of equal academic status -who aren't and who don't.
Some use structured interviews before entry to medical school. One group look for 'tolerance of ambiguity'7, and I would agree with this. A patient once said to me, 'a few weeks ago I would like to have known if! had cancer and how serious it was, but now I think you'd be better not telling me'. When quoting this to nurses or medical students, it is striking to watch their faces and to see how some are comfortable with it (smiling kindly at the unconscious humour and the rather charming ambivalence of it) while others just look puzzled, anxious or embarrassed. I know which kind I would like to have looking after me if I had advanced cancer.
How much of the problem is due to a sense of failure -failure to defeat death, especially cancer death? Or to an inability to accept our own mortality? It has been suggested (I have been unable to trace by whom) that doctors as a group are even more frightened of death than other people; and that this is partly why they decided to become doctors -to fight what they fear. If so, have we given enough thought to various ways of reducing this disabling fear?
Conclusion
In a 'hopeless' situation, tender loving care is not enough, concern and compassion are not enough. Somewhere along the road between old fashioned TLC and new fangled counselling, lies something as old as Medicine itself, which I have called here friendly professional interest. For the doctor -whatever else Journal of the Royal Society of Medicine Volume 83 March 1990 175 is said or done -FPI is the basic minimum. It need not take up a lot oftime; and it does not need special training beyond what ought to be given in every Medical School. Lack of it is a common cause of low morale and misery.
Though many doctors have no problems of this kind and have always practiced excellent effortless FPI as part of their job, more thought needs to be given to why so many others, when the outlook is bad (especially if the cause is cancer) seem to find it difficult to be relaxed and friendly; difficult to be professional; and difficult to be interested, either in the patient or his symptoms.
